patients is rendered accessible through the registry. The recent quality assessment demonstrated the good quality of data found in the registry, making iTrauma TM a valuable and reliable method for characterizing trauma across the world.
Findings: 7,480 facilities were surveyed, including 548 (7%) hospitals. Average service readiness was low, with hospitals scoring 76% and non-hospitals only 52%. Basic equipment was the most likely domain to be completely present and essential medications the least (25% of facilities with all equipment vs. 0.7% with all medications). Among non-hospitals, private facilities and those in urban areas scored higher on service readiness across most countries; these differences were weaker and less consistent among hospitals. Health expenditure per capita was associated with greater facility service readiness, but over 60% of variation in SRI was not explained in any model.
Interpretation: Health facilities in high-mortality settings are insufficiently equipped to address population health needs, particularly public clinics in rural areas. Hospitals are better and more uniformly equipped in most countries, though critical deficiencies persist. While higher spending on health per capita was associated with greater readiness, much of the variability in health facility readiness remains unexplained. Further research on efficient conversion of health spending into readiness and, ultimately, population health, is required to strengthen health systems for the many challenges of the Sustainable Development Goal era. Command -Pacific, Medical Centers Japan and Korea), approximately 11,000 employees, and an operating budge over $1.2 billion USD in support of over 229,000 beneficiaries, RHC-P developed an innovative health engagement strategy to assist partner nations in developing capability, increasing capacity, and enhancing interoperability while generating US Army military medical readiness.
Structure/Method/Design: The strategy is the first of its kind and in direct support of the US Army Medical Command 2017 Campaign Support Plan; synchronized with US Army Pacific Command, US Pacific Command, and other US Government strategies; and is informed by host nation priorities and requirements. Implementation occurs across three lines of effort and ten primary functional areas based on doctrine and includes Army Health System Support, Health Service Support, and Force Health Protection. The functional areas include casualty care (e.g. medical treatment, dental, behavioral heatlh), combat stress control, laboratory services, medical evacuation, medical logistics, preventive medicine, and veterinary services among others.
Outcome & Evaluation: RHC-P leverages the Army medical enterprise in the Pacific across these health lines of effort through myriad military-to-military and military-to-civilian health engagements to enhance the host nation capability and capacity, achieve DoD security objectives, and increase the readiness of the military medical community to operate in all phases of operations.
Going Forward: Early successes have been achieved and are being measured by the Uniformed Services University Center for Global Health Engagement; however, changes to existing DoD medical structures and funding authorities could further empower DoD in supporting the National Security Strategy through global health engagements.
Source of Funding: None. Structure/Method/Design: Educational Intervention consisting of diadactic curriculum training, program manual, training tools utilizing simulation models and one-on-one supervision. Pretest followed by a workshop and post-test to assess impact were performed for all 3 groups of nurses. All trainees were supervised in performing 50 VIAs and 10 cryotherapy procedures before they screened independently.
Six-month interventions at all three sites were used to assess quality, and reinforce training.
Outcome & Evaluation:
In South Africa 5 nurses were trained. Post test assessment showed increase in knowledge regarding HPV, its association with HIV, prevention and treatment strategies. Five trained nurses screened 596 HIV positive/at risk patients with VIAs over one year. Clinical assessment showed improved skills in speculum examination and cryotherapy treatment procedures.
In Liberia 14 nurses were trained. Post test assessment showed increase in knowledge regarding HPV, prevention and treatment strategies. Fourteen trained nurses screened 978 patients over a period of 2 years and performed VIAs on all patients. Clinical assessment showed improved skills in speculum examination, visual inspection of the cervix and cryotherapy treatment.
In Grenada 60 nurses were trained. Post test assessment showed increase in knowledge and clinical assessment showed increase in clinical skills. 60 trained nurses screened 500 women over one year.
In South Africa and Liberia, training improved nurses' clinical skills and knowledge, improved interaction with patients and all nurses reported a sense of empowerment and ownership of the programs. In Grenada nurses reported increased clinical skills and ownership; training resulted in a change in country wide policy that allowed nurses to perform procedures independently. The program in Grenada is still ongoing.
Going Forward: Educational programs in cervical cancer screening should be tailored to meet the gaps in knowledge of trainees and available resources. Supervision and interval reinforcement of training is essential to the sustainability of these prgrams. Program/Project Purpose: In 2011, cancer surpassed coronary heart disease and stroke as the leading cause of death worldwide. 14.1 million new cancer cases and 8.2 million cancer-related deaths occur annually worldwide. 57% of new cases and 65% of cancer deaths occur in Low and Middle Income Countries (LMICs), and some cancers occur primarily in LMICs. For example, 90% of cervical cancer deaths occur in LMICs and cervical cancer is the most frequent cause of cancer mortality among women in Sub-Saharan Africa. Currently there are not enough medical specialists to provide prevention, screening and treatment services. For example, there are 245 physicians per 100,000 people in the US and 4 physicians per 100,000 people in Mozambique.
The aim of this program is to increase clinical capacity and to improve cancer prevention and treatment services, ultimately reducing cancer mortality, and to build on these partnerships to develop joint research projects. Outcome & Evaluation: To date 113 training hours have been provided through videoconferences to an average of 11 participants in breast, cervical and head & neck cancers. Two in-country workshops have provided an average of 1,000 training hours to about 100 providers in diagnosis and surgical management of breast cancer, pathology, colposcopy, LEEP (Loop Electrosurgical Excision Procedure) and surgical management of cervical cancer, medical oncology, surgical management of head and neck cancer, oncology nursing, palliative care support and radiation physics.
Going Forward: A funded joint research project is underway to demonstrate the feasibility of using HPV DNA testing for cervical cancer screening. 
